Endophthalmitis is an inflammation of both the anterior and posterior chamber. It is diagnosed clinically and involvement of retina and choroid has been documented. (1) Endophthalmitis is classified into infectious and no-infectious categories. Furthermore, the infectious categoery is classified into endogenous and exogenous (Postoperative, Posttraumatic, Bleb associated) which can be caused by either bacterial or fungal infection. Blurry of vision and pain are main symptoms and coagulase negative organisms (gram positive) are main causative of exogenous endophthalmitis. (2) We report a rare case of delayed-onset postoperative endophthalmitis secondary to a rare causative pathogen.
Introduction
E ndophthalmitis is an inflammation of both the anterior and posterior chamber. It is diagnosed clinically, and involvement of retina and choroid has been documented. [1] Endophthalmitis is classified into infectious and noninfectious categories. Furthermore, the infectious category is classified into endogenous and exogenous (postoperative, posttraumatic, and blebassociated) types. The latter may be caused by either bacterial or fungal infection. Blurred vision and pain are main symptoms, and coagulase-negative organisms (Gram-positive) are main cause of exogenous endophthalmitis. [2] We report a rare case of delayed-onset postoperative endophthalmitis secondary to a rare causative pathogen (scedosporium apiospermum).
Case Report
A 45-year-old healthy female had an uneventful phacoemulsification of the left eye (OS) with posterior chamber intraocular lens (IOL) implantation performed elsewhere. Three months later, she presented to us with a history of redness and reduction in vision in the operated eye. These symptoms were noted 6 weeks after the operation and managed as uveitis.
On presentation, unaided visual acuity was counting fingers (CFs) at one feet distance OS, and slit-lamp examination showed conjunctival chemosis, corneal edema, anterior chamber (AC) cells +4, 1 mm hypopyon, and fibrin over IOL. Fundus examination OS revealed faint red reflex with no further details. B-scan OS showed hyperechoic vitreous debris and flat retina [ Figure 1 ]. The right eye examination was unremarkable with uncorrected distance visual acuity of 0.5. This is an open access journal, and articles are distributed under the terms of the Creative Commons Attribution-NonCommercial-ShareAlike 4.0 License, which allows others to remix, tweak, and build upon the work non-commercially, as long as appropriate credit is given and the new creations are licensed under the identical terms.
She was admitted with a diagnosis o f d e l a y e d -o n s e t p o s t o p e r a t i v e endophthalmitis. A vitreous tap-inject
For reprints contact: reprints@medknow.com projection (LP). Pars plana vitrectomy (PPV) 23G + membranectomy + IOL extraction + intravitreal antibiotics injection (vancomycin 1 mg/0.1 ml + ceftazidime 2.25 mg/0.1 ml) were performed immediately. Undiluted vitreous sample was sent in a sterile syringe for direct examination (gram stain) and further culture for both bacteria and fungi.
Vitreous sample showed Gram-positive cocci and bacilli. However, culture showed heavy growth of scedosporium apiospermum. Therefore, oral voriconazole (400 mg bid, followed by a maintenance dose of 200 mg bid) was started along with oral steroids 20 mg (tapering dose). After 11 days, she showed dramatic improvement with uncorrected visual acuity improvement to 0.4 at 2 m, clear cornea, quiet AC, and normal fundus examination in the involved eye. At this point, oral voriconazole had to be stopped due to elevated liver enzyme levels. Patient was maintained on systemic and topical antibiotics as well as oral steroids. One week later, she presented with recurrent reduction in vision to CF, eye pain, and redness OS vitreous tap; intravitreal injection of voriconazole (50 ug/0.1 ml), vancomycin, and ceftazidime (2.25 mg/0.1 ml) was performed. Oral voriconazole (200 mg bid for 4 weeks) along with moxifloxacin (400 mg OD for 2 weeks) were started (liver enzymes were normal). Vitreous sample this time showed no growth. Her OS condition improved, uncorrected visual acuity improved to 0.8 at 2-meter, clear cornea, quiet AC, and normal fundus examination. One month later, she presented with OS recurrent redness, pain, and reduced vision to hand movements (HM). Slit lamp examination of OS showed clear cornea, inferior keratic precipitates, aphakia, and AC cells +4. Fundus showed normal disc and hard exudates in the macula [ Figure 2 ]. Oral voriconazole was restarted. Two days later, a whitish membrane was observed behind the iris inferionasally. Repeat PPV + membranectomy with intravitreal voriconazole was advised. The patient refused treatment and left against medical advice. She underwent OS PPV and silicon oil injection elsewhere.
After 4 months, she was referred back with OS severe pain and poor LP. During this episode, OS was found to have vision of light perception (LP) with inaccurate light projection (PR), diffuse conjunctival congestion, central deep corneal thinning (no infiltrates), and AC filled with thick abscess/membranes covering the pupil and touching the endothelium [ Figure 3 ]. After detailed discussion, the patient underwent pars plana oil removal, AC wash/membranectomy, air-fluid exchange, and intravitreal injection of voriconazole 50 ug/0.1 ml, vancomycin, and ceftazidime. She was restarted on oral voriconazole in addition to topical vigamox and voriconazole. She showed improvement with reduced pain and HM vision. The patient was advised for intravitreal voriconazole every 2 weeks till further improvement, but she did not consent to this procedure. She remained pain free. However, the OS became soft and phthisical with opaque cornea and poor projection of light. Keeping in mind the poor visual prognosis, the recurrent episodes, the unusual causative pathogen, and the current cosmetic status of the eye, enucleation followed by prosthesis was done. Histopathology of the globe showed features consistent with fungal endophthalmitis (PAS and GMS stains showed fungal hyphae) with no signs of malignancy.
Discussion
Of all causes of exogenous endophthalmitis, fungal endophthalmitis is a rare entity. Among fungi, candida is the most common causative pathogen implicated for endogenous fungal endophthalmitis while molds are the most common for the exogenous type. Among them, aspergillus specious is the most common organism after cataract surgery. [3] The incidence of fungal endophthalmitis in a cohort study in USA was only 0.002%-0.005%, in contrast to India and China, where the incidence was reported to be 21.8% and 12.7%, respectively. [3] Scedosporium apiospermum is a filamentous fungus, opportunistic in nature, and more common in immunocompromised patients. However, it can cause infections after trauma or surgery. In University of Texas Health Science System at San Antonio, this organism was isolated in and around 7% of infected eyes. [4] Diagnosis is established based on high clinical suspicion and confirmed by direct examination with fungal stains (e.g., calcofluor white and Giemsa stain) or by inoculation in culture media (e.g., 2% sabouraud dextrose agar). Polymerase chain reaction may yield faster results. Vitreous sample obtained by vitrectomy has a higher diagnostic yield for culture around two times compared to simple vitreous aspirate culture . [5] There are no standard guidelines for treatment of fungal endophthalmitis. Several approaches are available such as intracameral/intravitreal injection of antifungal agents, systemic antifungal therapy and vitrectomy or combined approaches. A combined approach is the most commonly performed treatment. Initial pars plan vitrectomy with concurrent systemic antifungal, intravitreal voriconazole at least twice weekly, and cessation of steroids yield good results. [6] Visual acuity improvement is more frequent with PPV and intravitreal antifungal injection compared to intravitreal antifungal injection alone. [7] Systemic antifungal therapy should be continued for at least 4 weeks if candida is identified and for 12 weeks for molds. [3] Role of topical or intravitreal steroids in fungal endophthalmitis is not well established. Steroids reduce the intraocular inflammation. In one retrospective study, the role of intravitreal dexamethasone in exogenous fungal endophthalmitis was examined in twenty patients; there were no statistically significant difference in terms of final visual acuity or the incidence of phthisis bulbi. [5] Prognosis of fungal endophthalmitis is usually poor, and molds carry worse prognosis compared to candida infections. Poor baseline visual acuity and corneal involvement are considered as independent prognostic factors for final outcome. [3, 6] It has been reported that among fusarium endophthalmitis, 67.5% of affected eyes retained visual acuity of 6/60 or worse and 13.5% end up with enucleation. [6] Moreover, reported cases of scedosporium endophthalmitis, carry worse prognosis, among 25 affected eyes; 28% underwent enucleation or evisceration and 36% had visual acuity of CF or worse. [6] In our case, it was delayed-onset postoperative endophthalmitis, and causative agent was a rare type of fungal molds; all carry poor prognosis for our patient.
Conclusion
Endophthalmitis is an ophthalmic emergency. It is rare condition and carries devastating outcome if not recognized and treated promptly. Prevention, early recognition, prompts management, and close monitoring can minimize such outcome.
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